OBJECTIVE: While the postpartum visit typically occurs 6 weeks after delivery, many common complications requiring readmission occur sooner. Both the temporal distribution of postpartum readmissions and risk for severe morbidity during readmissions are poorly characterized. The objective of this analysis was to analyze risks for readmission and severe morbidity based on time from delivery hospitalization discharge. STUDY DESIGN: Using the 2010-2014 Nationwide Readmission Database, we identified delivery hospitalizations and 60 -day allcause readmissions. Readmissions were categorized based on days from delivery hospitalization discharge : 10, 11-20, 21-30, 31-40, 41-50, 51-60 days. We evaluated risk for severe maternal morbidity (SMM) during these readmissions using criteria from the CDC. Multivariable log linear regression analysis with risk ratios (RR) as the measures of effect was performed to determine the relationship between when readmission occurred and risk for SMM. RESULTS: Between 2010-2014, 254,668 readmissions occurred within 60 days of delivery hospitalization discharge. >85% of readmissions occurred within the first 30 days of discharge ( Figure) . 11% (n¼28,004) of readmissions were complicated by SMM. Risk for SMM was highest among readmissions occurring 11-20 days after discharge (13.0%, p<0.01) (Table) . In adjusted analysis, readmissions <10, 11-20, and 21-30 days after discharge had 6% (RR1.06, 95% CI 1.00, 1.12), 37% (RR¼1.37, 95% CI 1.30, 1.45), 20% (RR 1.20, 95% CI 1.13, 1.27) higher risks of SMM than readmissions 51-60 days after discharge. SMM risk during readmissions 31-40 and 41-50 days after delivery was not significantly different compared to readmissions at 51-60 days. CONCLUSION: Readmissions in the early postpartum are (i) more likely and (ii) associated with higher risk for SMM. As a result, most readmission morbidity occurs soon after discharge. These findings support that closer interval postpartum follow up may be indicated to diagnosis and reduce risk from conditions that could lead to readmission and associated SMM. OBJECTIVE: Fragmentation of care, where a patient is readmitted to a different hospital than where they were originally cared for as an inpatient, is associated with worse outcomes in other medical and surgical specialties but is not well characterized in obstetrics. This analysis sought to characterize the risk for fragmentation of care by specific readmission diagnosis. STUDY DESIGN: We identified delivery hospitalizations and subsequent cause-specific 60-day postpartum readmissions between 2010 and 2014 using a nationally representative readmissions database. Fragmentation of care was defined as readmission to a hospital where the delivery did not occur. Readmissions were classified by the ICD-9CM code in the primary diagnosis or procedure field (Table) . Mean readmission length of stay (rLOS) and costs were analyzed by fragmentation. Cause-specific fragmentation rates were calculated, and multivariable log-linear regression analysis including readmission diagnosis as well as demographic, medical, and obstetric risk factors was performed with fragmentation as the outcome. RESULTS: Of 172,399 60-day cause-specific readmissions, 19.8% (n¼34,156) occurred at a hospital where delivery did not occur. Overall, mean readmitted length of stay (3.55 vs. 2.89 days, p<0.01) and costs ($7,9021.01 vs. $5,799.74, p<0.01) were significantly higher in fragmented care settings. Psychiatric, upper respiratory tract infections, and gallbladder diseases had the highest proportions of fragmented readmissions. In multivariable analysis, appendicitis, heart failure, gall bladder disease, thrombotic events, upper respiratory tract infections and psychiatric readmissions had 15-144% higher risk of fragmented readmissions whereas wound complications, hemorrhage, breast complications, and hypertensive readmissions had 30-55% lower risk of fragmented readmissions (Table) . Patients who underwent dilation and curettage or laparotomy were most likely to return to their delivery hospital (Table) . CONCLUSION: Fragmentation of care occurs in 1 in 5 cause-specific postpartum readmissions, resulting in longer LOS and higher costs. Specific high-risk conditions have increased risks of fragmented care. Improved discharge planning and systems-based improvements may decrease risk for fragmented readmission.
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